
















Typical Timelines in Kidney Disease Value-Based Care
Action Timeline/Examples

Aggregating and signing agreements between 
practices, kidney care organizations and related 
providers

• 2-6 months for negotiations and agreement signing

IT software development
• 6-12 months for minimally viable product from program detail 

finalization and defining requirements
• Ongoing refinement to meet specific workflows and functionality

Patient engagement • Typically, weeks to months to engage patients in program 
enrollment and consent

High Risk Patient Identification

• Various lab-data and claims-based risk formulas can estimate risk of 
progression to ESKD between 12 months and 5 years into the 
future.  Optimal care may not result in a measurable change in an 
individual patient during a single calendar year.

Measurable outcomes • Both process and outcomes must be considered to capture the 
impact of care given prolonged timelines to ESKD
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Points of Alignment Examples

Significant financial savings 
opportunities

• $100K/yr for dialysis vs. $15K/yr for transplant (after $150K in year 1) 
• Dialysis w/ an optimal Start is ~$30K less costly than unplanned dialysis

Highly prevalent disease state • 30-40 million individuals with CKD/ESKD

Long lead time • Typically, years from CKD to ESKD

Well defined patient population • Quantitative, simple, and validated measurement of disease state (eGFR)
• A clear set of CPT-labeled services and ICD-10 codes (stages of CKD)

Measurable and cost-effective 
treatments/outcomes

- Risk Factor Modification
- Transplant
- Dialysis Education/Preparation
- Palliative Care

Reasonable attribution
• Attribution through claims
• Claims can be used to identify associated services and the timing of services
• Reasonably accurate day and physician for dialysis initiation data (2728 form)

Kidney Disease Works Well as a TCoC Model
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Actor Idealized Goal or Characteristic

CMS/Payers • Improve outcomes in kidney patients; increase home dialysis and transplant rates 
• Reduce costs of caring for kidney patients

Patients 
and Care Givers

• Incentivize to participate and engage in the program
• Address regional and local healthcare disparities (transportation, food, access to care, etc.)

Nephrologists/Providers

• Allow for time to transform/adapt work to non-FFS care delivery
• Reward processes AND outcomes of care – measures specific to kidney disease
• Achievable quality benchmarks and moderate discounts to attract broader participation
• Quality bonuses for addressing healthcare disparities

Nephrology Practices
• Allow time, resources, and personnel to embrace data-driven and non-RVU care
• Allow time to partner with other providers
• Flexible risk-sharing opportunities

Kidney Care Companies
• Reward process and outcome of value-based arrangement performance
• Safe harbors to partner with referral sources and offer variable shared-risk
• Time to develop data tools and interoperability

Other Specialties
and Health Systems

• Safe harbors to improve focus on the subset of kidney-specific procedures and patients
• Resources to incent participation

Ideal Components of a Kidney Disease Payment Model
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17 Years of Value-Based Care Programs for Patients with Kidney Disease 

February March

2005 2022

2006: Medicare 
Advantage ESRD Special 
Needs Plan (SNP) demo 
with CMS

2005: Key to Better 
Health demo with CMS

2018: RPA’s
PTAC Proposal

2020: OIG/CMS 
value-based care 

safe harbors 
finalized

2022: CMMI 
ETC/KCF/CKCC 
program launch 

2014-2015: MA ESRD 
C-SNP expansion

2017: MA ESRD           
C-SNP expansion

2021: CMMI 
Direct Contracting

2015: CMMI 
ESCO program

• Open to larger groups partnered with dialysis and transplant organizations 
• Varying degrees of risk
• 5-year timeline
• Using TCoC, but also some measures that are outside of typical nephrology care (PHQ-9/PAM)
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Medical 
Home SitesHospitals

628
175+

Care Managers 
and Care 

Coordinators

176K

PCPs

140+

Patients
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NCQA 
Accredited 

• 13 FQHCs & 3 Hospital systems

• 176K IL Medicaid Members in a Global Risk Arrangement

• 50K MHN ACO REACH Individuals Attributed to FQHCs 

across 7 States

• Delegated for Care Management

• NCQA Accredited for Case Management

• Integrated Practice-level Care Teams 

• Specialized Care Coordination Certification Program

Medical Home Network (MHN):Transforming Care and Improving the Health of 
Safety Net Communities

IL Medicaid
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MHN: Managing Complex Members with a Driving Behavioral Health Diagnosis

Days Post-Admission 1-30 31-60 61-90 91-120 121-150 151-180
Number of Eligible Individuals 699 667 648 635 613 597

Claims 
Category

Percent 
With

Percent 
With

Percent 
With

Percent 
With

Percent 
With

Percent 
With

Total 86.7% 78.4% 78.1% 75.7% 73.7% 72.0%
Rx-Psych/Sub 50.5% 43.9% 45.1% 38.7% 40.8% 39.4%
Rx-Other 54.6% 46.3% 46.0% 44.7% 43.7% 46.2%
Ambulatory-Psych/Sub 64.5% 54.0% 52.3% 49.4% 48.0% 45.2%
Ambulatory-Other 52.4% 45.9% 44.9% 42.5% 43.1% 40.5%
Ambulatory-Primary Care 40.3% 27.6% 30.1% 25.7% 26.9% 27.5%
ED-Psych/Sub 13.9% 10.8% 12.8% 9.4% 10.9% 8.2%
ED-Other 20.2% 16.0% 15.6% 15.4% 15.0% 16.1%
Inpatient-Psych/Sub 16.3% 11.8% 15.7% 12.1% 14.2% 10.6%
Inpatient-Other 2.9% 2.5% 2.0% 3.6% 2.1% 3.0%
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MHN: Managing Complex Members with a Driving Behavioral Health Diagnosis

Days Post-Admission 0-30 31-60 61-90 91-120 121-150 151-180 331-360
Number of Individuals 702 640 596 543 500 452 309

Total Cost of Care
Avg 
Paid

Avg 
Paid

Avg 
Paid

Avg 
Paid

Avg 
Paid

Avg 
Paid

Avg 
Paid

Psychiatric High $1,679 $1,740 $1,234 $848 $1,258 $1,199 $1,260
Psychiatric Medium $2,232 $1,676 $1,403 $1,735 $901 $1,112 $1,778
Psychiatric Medium-Low $1,178 $871 $782 $553 $1,040 $650 $666
Psychiatric Low $1,340 $821 $547 $589 $754 $740 $29
Substance Abuse Low $1,254 $1,085 $1,457 $1,117 $1,693 $1,498 $246
Substance Abuse Very Low $2,556 $1,806 $1,868 $2,513 $1,675 $2,244 $2,094
Total $1,495 $1,182 $1,120 $995 $1,201 $1,050 $1,058
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PTAC Total Cost of Care

Dr. Emily Maxson
Chief Medical Officer
Aledade

March 2, 2023 Public Meeting 
Panel Discussion
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The largest independent primary 
care network in the country. 

2015-2022 
2023 

SCALE
2M+ LIVES
145+ VALUE-BASED 
CONTRACTS
$20B+ MEDICAL SPEND 

RESULTS

NETWORK
5,000+ PCPs
1,500+ PRACTICES

450
PRACTICES $450M+ ‘22 REVENUE

$135M+ ‘22 PLATFORM

CONTRIBUTION
EBITDA POSITIVE SINCE 2020

MORE THAN

ADDED IN 2023

⧉ Aledade analysis of internal data; MSSP-only practice & ACO data available at https://data.cms.gov/medicare-shared-
savings-program. 2022 results are unaudited. 2

https://data.cms.gov/medicare-shared-savings-program
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Aledade has explored various dimensions of Specialty Care VBC Integration over the past 8 years. 

Key Insights:
- It is very difficult to change a primary care clinician’s referral patterns in an 

open network
- Clinicians were highly satisfied with E-Consults (3 different vendor pilots) -

but rarely used them
- Highly targeted third party interventions performed in collaboration with 

the primary care practice show great promise
- Inviting a specialist into a primary care ACO can bring attribution without 

end-to-end accountability
- Partnering with an external entity in a shared risk arrangement requires up 

front understanding of cost accountability
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Thank you.
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